We present an extremely rare case of Mantle cell Lymphoma with concomitant alcoholic liver disease and pancreatitis in a 48 year old male patient. There was absence of abdominal lymphadenopathy. The complete blood count showed absolute lymphocytosis which on subsequent peripheral blood examination showed small to medium sized atypical cells raising suspicion of prolymphocytic leukemia. The flow cytometry and Immunohistochemistry examination confirmed Mantle cell lymphoma. The morphology of cells in mantle cell lymphoma are known to mimic prolymphocytes on peripheral blood. However, the rare concomitant occurrence of both diseases makes the case an interesting one for readers and emphasizes on the usefulness of peripheral blood examination although not completely diagnostic but raising an alarm for the diagnosis of this rare lymphoma.
CASE REPORT
A 48 year old male was admitted with complaints of abdominal pain, weakness and loss of appetite since a month. The patient was a known case of alcoholic liver disease and chronic pancreatitis. On physical examination there was icterus, pallor and bilateral pedal edema. Personal history was insignificant. . WBC differential showed 79% lymphocytes, 5% neutrophils, 1% monocytes and 15% atypical cells. The atypical cells were small to medium sized cells having high nucleo cytoplasmic ratio, condensed chromatin with occasional nucleoli and scanty cytoplasm. These cells could not be classified as prolymphocytes or blasts (Figure 3 Mantle cell lymphoma (MCL) is a B cell neoplasm comprising of monomorphic small to medium sized lymphocytes arising from the inner mantle zone. [1, 3] It constitutes 3-10% of non Hodgkin's lymphoma and occurs in middle age to older individuals with male preponderance. [4] The most common sites of involvement are spleen, bone marrow and occasionally peripheral blood. [5, 6] The extra nodal involvement involves waldeyer ring and gastrointestinal tract. [7] OGH Reports, Vol 7, Issue 1, Jan-Jun, 2018 Peripheral involvement is occasional on routine morphological examination whereas it is common on flow cytometry.
[8] Patients present with marked lymphocytosis with presence of cells with irregular nuclear contours mimicking prolymphocytes. [4, 5, 9] Lymph nodes are characterized by a nodular, diffuse mantle zone growth pattern. Small to medium sized centrocytes with dispersed chromatin and inconspicuous come the suppressive effect of RB1 and P27 Kip1 leading to development of MCL.
[19] Those cases that are cyclin D1 and t (11, 14) negative but have all features of conventional MCL have high expression of cyclin D or D 3.
[20] In such case diagnosis should be made with caution. The median survival of patients is 3-5 years. High mitotic rate > 10 hpf and Ki 67 positive cells > 40% to 60% are adverse prognostic indicator. [21] There are cases in literature where pancreatic tumor has presented with pancreatitis [22] or ascites. [23] Collison tumors like pancreatic adenocarcinoma with MCL have also been reported [24] or a pancreatic tumor with ascites as manifestation. [25] But the incidental finding of MCL with pancreatitis in absence of abdominal lymphadenopathy makes the case an interesting one for readers. nucleoili are seen. There is paucity of centroblasts, immunoblasts and proliferation centers. [1] Occasionally scattered single histiocytes creating a starry sky appearance are also noted. As such the lymphoma do not progress to large cell lymphoma but occasionally loss of mantle zone, dispersed chromatin, marked pleomorphism and increased mitotic activity are seen in case of relapse. [3] [4] [5] 10] Morphological variants of MCL are blastoid (cells resembling lymphoblast with dispersed chromatin and high mitotic rate), pleomorphic (large cells with oval to irregular nuclear contours, pale cytoplasm & prominent nucleoli), small cell variant (mimicking small lymphocytic lymphoma) and marginal zone like (cells resembling monocytoid B cell of Mantle zone). Blastoid and pleomorphic variants have aggressive course. [3, 11] Immunohistochemistry [12] [13] [14] [15] [16] Cells are positive for CD 5, FMC-7 and CD43 and negative for CD10 & bcl-6. CD23 is negative or weakly positive. Immunohistochemistry is positive for bcl-2 and cyclin D1. There is presence of t (11,14) between IGH and cyclin D1 in all cases of MCL.
[17] T he translocation results in over expression of CCND1 m RNA and protein.
[18] The deregulated expression of cyclin D1 is assumed to over- 
